In the past decade, patients with anorexia nervosa have been subdivided by the presence or absence of bingeing-and-purging behavior. Psychologic, physiologic, and premorbid weight differences have also been discovered between these subgroups. We now report that nonbulimic anorectics required 30-50% more caloric intake than bulimic anorectics to maintain a stable weight. This difference in caloric intake was independent of phase of illness; it was present at low weight and at intervals after weight restoration. Subjects were closely supervised on an inpatient hospital ward so that they could not binge or purge. Motor activity did not appear to explain these alterations in caloric requirements.
Introduction
Patients with anorexia nervosa can be subdivided into two groups by appetitive behavior those that fast and those that binge (1-6). These subgroups of anorectics are also psychologically different. Bulimic anorectics have been found to be more outgoing, more impulsive, more mood labile, and more sexually active than nonbulimic or food-restricting anorectics.
We have recently reported (7) that these two groups, after weight recovery, differ in turnover of CNS serotomn. were studied during three phases of illness: 1)11 anorectics (Table 1) were studied after 6 mo or longer of being continuously at <75% of average body weight (underweight anorexia nervosa); 2) the same 11 underweight anorectics (Table 2) were restudied 3-4 wk after correction of weight loss (recently weight-restored); and 3) a separate group of 9 women who had been underweight with anorexia nervosa (Table 3) , but who at the time of the present study had been weight recovered for at least a year (long-term weight-restored). A tenth subject in the third group (number 11) was also studied at low weight and after short-term weight restoration. Long-term weight-restored women had been able to maintain weight recovery for a mean (±SD) of 32 ± 12 mo (with a range of 1 to 10 yr). Control subjects (Table 4) consisted of 11 healthy women who had no medical, neurologic, or psychiatric problems.
The anorectic patients were separated by style of appetitive behavior into groups based on history obtained from the patient and, when possible, from relatives. Nonbulimic anorectics had lost weight by restricting caloric intake; these subjects never binged. Bulimic-anorectic patients engaged in bingeing behavior and all vomited and/ or used laxatives after bingeing, In this study, patients who used laxatives(n = 5)but binged only a few times a month (subjects number 4, 5, 12, 15, 17) were grouped with bulimic anorectics.
It is unsettled as to whether those who engage in vomiting or laxative abuse without bingeing should be considered in the bulimic contingent (1) or should be considered fasters (3, 4).
Caloric data
Subjects were restrictedto a locked ward for control of environmental temperature, motor activity, and food intake. Following admission, underweight anorectics were nutritionally stabilized at a stable low weight that did not vary more than ±1.0 kg for 4-6 wk until they began the weight-gaining phase of the program. Refeeding and weight gain were accomplished by a modified behavior-modification program: no medication was used. The target weight that was defined as reaching short-term weight restoration program during short-term weight restorationso that we was the weight where women with secondary amenorrhea could get them to eat enough food to maintain a stable might be expected to menstruate (15, 16). After weight weight. The long-term weight-restored and the control restorationwas completed, anorecticswere again asked to subjects were brieflyhospitalized under similar conditions. maintain a stabletargetbody weight (±1.0 kg) for4-6 wk. Subjects were allowed only three 45-mm meals/day and Anorectic patients continued in the behavior-modification three IS-reinsnacks. No patientson the ward were allowed Low-weight anorectics were often dehydrated on admission. Thus weight and calorie data in the interval after admission (usually the first 7-14 days of hospitalization) were discarded. During this initial interval of time, the dietitian worked with the subjects to adjust caloric intake in order to establish the amount necessary to maintain a stableweight For this study, we used the longest sequential number of days where weight remained within ±1.0 kg but where there was no overall weight gain or loss. To determine that there was no overall weight gain or loss during this period of time, a linear-regression coefficient was calculated (daily weight versus number of days) (18, 19). The period of days was adjusted until the regression coefficient was nonsignificant (p> 0.05), indicating that there was no positive or negative linear trend in weight over this time interval. After the patients attained their target weight, daily caloric consumption for the short-term weight-restoration phase was similarly calculated. Shortterm weight-restored anorectics required an interval of about 4-14 days after target weight was achieved to adjust their caloric intake so that they were able to maintain a stable weight. Data from this adjustment phase was discarded.
Long-term weight-restored anorectics and normal controlswere only willing to remain locked on the ward, under similar conditions, for relatively brief periods of time (fewer than 8 days). Thus much less data are available for these groups. Although 12 long-term weight-recovered subjects were studied, 2 lost weight during theirinpatient stay and so are not included. All normal controls were able to remain within 1 kg of their admission weight during this study.
Motor activity
Motor activity was automatically and continuously recorded for 24 h/day for 3-5 days by methods previously reported (20, 21). Motor activity was measured by an acceleration-sensitive device with a solid-state memory that stores data on the number of motor movements (22). The monitors were attached to a belt around the waist of the subjects. Two monitors were used throughout the study. These monitors, initially calibrated to be equal to each other, maintained a variance of< 7% throughout the study. Motor activity was not obtained on one long-term weightrecovered anorectic and one control.
Caloric correction for weight
Because the subject groups differed in weight, some method of comparing caloric intake corrected for differences in weight was necessary.
Several methods of correction are widely used (23-27) but there is no clear agreement on the best method. We expressed total daily caloric intake in terms of body weight, body mass index, (weight/height2), and body-surface area (28). heavier than nonbulimic anorectics, yet nonbulimic anorectics consumed significantly more calories/day or per body surface area (Figure 1 ). Bulimic and nonbulimic anorectics had similar daily activity counts (Figure 2) . The bulimic and nonbulimic anorectics studied after long-term weight recovery (Table  3) were of similar weight. Although bulimics had significantly more activity counts/day than nonbulimic anorectics ( Figure 2) , bulimic anorectics at stable weight consumed fewer calories/day and per body surface area ( Figure  1) than nonbulimic anorectics. For each phase of the study, bulimic and nonbulimic anorectics were compared to controls by a one-way analysis of covariance, adjusting means of caloric intake/body surface area for motor activity. This analysis made no appreciable difference in terms of statistical conclusions that bulimic and nonbulimic anorectics had differences in energy-metabolism efficiency.
Data analysis
Moreover, the same conclusions were reached when caloric intake was adjusted for body weight or for body mass index. 
